University of Northern Iowa

UNI ScholarWorks
Graduate Research Papers

Student Work

1984

Alcoholism: The relapse dynamic
Jim R. Hoeft
University of Northern Iowa

Let us know how access to this document benefits you
Copyright ©1984 Jim R. Hoeft
Follow this and additional works at: https://scholarworks.uni.edu/grp
Part of the Education Commons

Recommended Citation
Hoeft, Jim R., "Alcoholism: The relapse dynamic" (1984). Graduate Research Papers. 2561.
https://scholarworks.uni.edu/grp/2561

This Open Access Graduate Research Paper is brought to you for free and open access by the Student Work at UNI
ScholarWorks. It has been accepted for inclusion in Graduate Research Papers by an authorized administrator of
UNI ScholarWorks. For more information, please contact scholarworks@uni.edu.

Alcoholism: The relapse dynamic
Abstract
At the time of the discovery and colonization of America, alcohol was firmly entrenched in the society of
the Old World. The drunkard was common, particularly in the urban areas. He was treated poorly and
often imprisoned for his alcoholic abuses. For the most part, however, he was ignored. (Ewing and Rouse,
1978) Beer and wine was simply transported across the Atlantic to the colonies as a way of life with no
special significance. Drunkenness was not tolerated, but even the Puritans drank. (Royce, 1981) The
drunkard was a social misfit and a source of pity. (Ewing and Rouse)

This open access graduate research paper is available at UNI ScholarWorks: https://scholarworks.uni.edu/grp/2561

ALCOHOLISM:

THE RELAPSE DYNAMIC

A Research Paper
Presented to
The Department of Educational Administration
and Counseling
University of Northern Iowa

In Partial Fulfillment
of the Requirements for the Degree
Master of Arts

by

Jim R. Hoeft
July 1984

This Research Paper by: Jim R. Hoeft
Entitled: Alcoholism: The Relapse Dynamic

has been approved as meeting the research paper requirement for the
Degree of Master of Arts.

William Kline
Date Approved

Di r~or of Reseaciper

Robert Krajewski

7--ID
Date Approved

I

Second Reader of Res~h Paper

William Kline
Date Received

Robert Krajewski
Read, Department of~ucat,onal
Administration and Counseling

Table of Contents
Page
Chapter One
INTRODUCTION • •

1

History •••••

1

........

Cost of Alcoholism

.

3

Who is the Alcoholic

5

Treatment and Treatment Outcomes

••••••••••••

7

Statement of Problem • • • • • • • • • • • • • • •

9

Plan of Study . . . . . . . . . . . . . . . . . . . . . .

10

Assumptions
Limitation

••••

. . ..
. . . . . . . . . . . . . . .

.. . .
..

What is Alcoholism

10
10

10

. . . . . .

Summary ••

..

Definitions • • • • • • • • • • • • •

14
14

Chapter Two
REVIEW OF LITERATURE • • • • • • • •

16

Environmental/Situational

17

. . . . . . .

Self-Concept/Self-Esteem
Expectancy •••
Support Systems

..
. .

.. . .

... . .......... ..
. . .. . . . . . . . . . . . ..

20
22
26

Chapter Three
SUMMARY

•

..... ........

Implications for the Counselor

. . . . . . . .
. . . . .. .

.. . .
..

28

29

Implications for Further Research

31

Recommendations

32

....

References • • • • • •

iii

.

33

Page
Appendix
A.

Relapse Warning Signals

. . . . . . . .

iv

... .. . ..

38

1

Chapter One
INTRODUCTION
History
At the time of the discovery and colonization of America, alcohol
was firmly entrenched in the society of the Old World.
was common, particularly in the urban areas.
often imprisoned for his alcoholic abuses.
he was ignored.

The drunkard

He was treated poorly and
For the most part, however,

(Ewing and Rouse, 1978) Beer and wine was simply

transported across the Atlantic to the colonies as a way of life with
no special significance.

Drunkenness was not tolerated, but even the

Puritans drank.

(Royce, 1981)

The drunkard was a social misfit and a

source of pity.

(Ewing and Rouse)

It was not until the Revolutionary War that alcohol became a
serious problem.

11

The first serious and effective efforts against the

use of distilled liquors as a beverage began with the movement for
American Independence."

(McCarthy, 1959) The Continental Congress

realized the dangers of their troops using intoxicants and recommended
that the states limit the amount of alcohol issued to them.
Rouse)

(Ewing and

Gusfield (1963) explains this shift to a liquor problem by

stating, "prior to the revolution, the American Society was rigidly
divided into distinct classes and status levels which developed strict
codes of conduct."

(p. 43)

During and following the revolution,

however, these old codes and classes were broken apart and no longer
governed society and its actions.

(Gusfield)

Alcohol played a strong

role in this significant breakdown. The Calvinistic ideals of the
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colonial period lost their relevance and society tolerated excessive
drinking.

(Ewing and Rouse)

Following the Revolution, drinking to

excess became a social phenomenon.

A new but unacceptable view of

alcoholism was expressed by Dr. Benjamin Rush, a British physician, who
in 1785 described the disease syndrome of alcoholism; however,
physicians at the time apparently ignored Rush's contribution.

The

disease concept was not officially recognized until the 1940 1 s.
and Rouse)

(Ewing

Interestingly, the medical concept of alcoholism originated

with the Roman jurist Domitius Ulpinus, whose commentaries on imperial
law contained a suggestion that drunkenness be considered a medical
rather than a legal problem, and King James I of Aragon (1213 to 1276),
whose numerous edicts included one of the hospitalization of those
persons subject to recurring drunkenness.

(Ewing and Rouse)

Clearly recognized at an early stage of human history was the fact
that alcohol could impair individual performance. In those periods when
life was not mechanized, intellectual impairment due to alcohol did not
go unnoticed.

One of the earliest recorded instances of the results of

drinking on the job was in ancient China in the reign of Emperor CKung
K'iang (2159-2147 B.C.).

His two court astronomers failed to predict

an eclipse because they were drunk.
their inattention to duty.

They were executed because of

(Ewing and Rouse, 1978)

Plato admired the

Carthagians for requiring abstention from wine by magistrates and
judges in office and those going to deliberate upon weighty matters in
the senate.

(Ewing and Rouse)

Needless to say the problems

associated with alcohol are not unique to the twentieth century.

3

Cost of Alcoholism
Alcoholism is a disorder of great destructive power.

Depending on

how one defines alcoholism, it will afflict the lives of three to ten
percent of all Americans.

(Julien, 1978)

In the United States

alcoholism is a factor in twenty-five percent of all admissions to
general hospitals, and it plays a major role in the four most common
causes of death in males aged twenty to forty:
homicides, and cirrhosis of the liver.

suicide, accidents,

The damage it causes falls not

only on the alcoholics themselves, but on their families as well.
(Vaillant, 1983)
If each alcoholic in his relationships affects the lives of four or
five others, such as spouse, children, employer, employee, innocent
victims or others, then our 8.8 million alcoholics have an impact on
thirty-five to forty million.

(Royce, 1981) The devastation in the

path of the active alcoholic is almost incalculable.

Deaths due to

alcoholism, alcoholism phychosis, chronic alcoholic liver disease and
alcohol poisoning were 18,951 in 1979.

(Colliver, 1984) The value of

lost human lives, wrecked families, deteriorated personalities, and
human misery cannot be measured in dollars.

We cannot begin to assess

the psychological impact of alcoholism on spouses or children. Fox
(1956) pointed out the insecurities and unpredictability that underlie
some of the difficulties of children growing up in the alcoholic
household:
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It is not surpr1s1ng that forty to sixty percent of all alcoholics
come from the disturbed background of an alcoholic family. The
children of alcoholics tend to be more neurotic because the sense
of security so necessary for the building of a strong and
independent ego is rarely found in the household.
The child can be utterly bewildered by the sudden shift in behavior of
the alcoholic.
A parent who often is affectionate, understanding, and fun-loving
when sober may be morose, demanding, unreasonable, touchy, noisy,
and even cruel and violent when drunk. Or a naturally reserved and
somewhat withdrawn parent may become sloppily sentimental and
seductive in the early stages of a drinking bout, or hilariously
and embarrassingly exuberant. He or she may spend money wildly and
make extravagant promises which are impossible to fulfill. The
frequent swing from high hopes to shattering disappointments may
build in the child such distrust that all his/her later intimate
relationships will be disturbed. {p. 9)
Ablon (1974) states, "Children of alcoholics suffer significant
problems of identification and modeling.

Their view and expectations

of sex and family roles may be sorely disturbed.

They have particular

problems in defining their own identity and self worth. 11

{p. 226)

Jackson {cited in Ablon, 1974) noted from her experiences with
Al-Anon that,
In non-threatening situations the wives are the first to admit
their own concerns about their sanity. Of one hundred women who
attended a discussion group at one time or another during the past
six years, there was not one who failed to talk about her concerns
of her emotional health. All the women worry about the part which
their attitudes and behavior play in the persistence of the
drinking and in the family disturbance. {p. 233)
Alcohol misuse, the number one health problem, adds enormously to
the cost of living.

It was estimated by the National Institute on

Alcohol Abuse and Alcoholism that Americans spent $42.75 billion
dollars to pick up the pieces following alcohol misuse.
list of these costs is as follows:

An itemized
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12.7 billion--health care
5.14 billion--motor vehicle accident losses
.43 billion--fire loses
2.86 billion--looses by violent crime
2.00 billion--social programs responding to problems created by
alcoholism
19.64 billion--in loss to business and industry
Luks (1983) states that the total cost figure of alcohol misuse is
closer to $49.4 billion dollars per year today, compared to $16.4
billion for all other drug problems.

As high as forty-five percent of

social welfare aid in such categories as Aid to Dependent Children and
sixty percent of "mental cruelty" divorce cases have been associated
with excessive drinking.

Alcohol abuse has also been the primary

complaint in one third of all broken marriages.

In relation to other

illnesses, costs incurred do to alcohol misuse were more than all
cancer and respiratory disease cost combined.
America has one hundred million drinkers, and only a fraction of
this number need to misuse alcohol for this disaster to continue.
William Mayer, administrator of the Alcohol Drug Abuse and Mental
Health Administration, recently said, "As far as I can determine, there
has never in the history of this country ••• been the attention to
and concern about alcohol, its use, its marketing, its social impact,
its cost in human life and suffering."

(Luks, 1983, p. 1)

Who is the Alcoholic
Approximately four to five percent of our population has alcohol
abuse problems.

Ninety seven percent of these people have homes and

families and are employed; only three percent are indigent. Thirteen
percent of this group have completed grammar school, thirty-seven
percent have completed high school, and fifty percent have attended or

6

have graduated from college.

Twenty five percent have white collar

jobs, thirty percent are employed as manual laborers, and fifty-five
percent hold professional or managerial positions.

(Royce, 1981)

Although statistics show the incidence of alcoholism is higher in
males than in females, this is largely due to the reluctance of
physicians to diagnose females as alcoholic.

They prefer a more

lady-like label, such as total liver failure, mid-life depression, or
situational trauma.

Women alcoholics are often better able to hide

their drinking at home and are less likely to seek treatment.

Royce

believes that alcoholism is divided equally among the sexes.

However,

the rate of alcoholism seems to be higher in urban than rural areas and
perhaps highest in the wealthy suburban and ghetto areas.
Cultural conditions and ethnic background may play a part in the
incidence of alcoholism.

Among Americans, Eskimos and other Native

Americans seem to rank highest in the rate of alcoholism, followed by
Blacks, Irish, Poles and those of Scandianavian origin.

Catholics and

"liberal" Protestants have higher rates of use and abuse than do
"conservative" Protestants.

Although alcoholism among Jews is much

higher than previously thought, they still have the lowest rate of
abuse.
An individual does not have to drink heavily for thirty or forty
years in order to become an alcoholic.

Today eighty-seven percent of

the nation's tenth to twelfth graders report having drunk alcohol.
Eight percent of these students are already drinking three to four
times a week, and thirty-one percent report being drunk at least six

7
times per year.

{Luks, 1983)

Luks's surveys show that almost half of

all male high school seniors and nearly twenty percent of all ninth
grade boys can be called "problem drinkers, 11 meaning they repeatedly
drink, have problems with school authorities and difficulties with
friends and the police. About 700,000 American teenagers have serious
alcohol problems.
As one can see, alcoholism does not discriminate in terms of those
it effects, be they young, old, employed, unemployed, high school or
college graduate.

Nor does it matter if they live in the wealthy

suburbs or the ghetto.

In other words, alcoholism may effect anyone in

today's society.
Treatment and Treatment Outcomes
It is evident that alcohol abuse and alcoholism are major social
issues.

Estimates indicate there are 8.8 million alcoholics in the
Of these individuals only fifteen percent receive

United States today.
formal treatment.

{Luks, 1983)

Interest in the treatment of alcoholism has increased greatly in
the past twenty years.
follow-up studies.

There is a growing number of control-design

However, these studies have been so heterogeneous

that few reliable conclusions can be drawn about either treatment or
processes.

In a review of the various treatment modalities employed

prior to 1942, Bowman and Jellinek {1941) found only seven adequately
designed studies.

These studies reported improvement rates of

thirty-five to forty percent.

Pattison and Sobell {1977) found that

studies published in the following twenty years yielded few reports
sufficiently similar in methodology to be comparable.

Improvement
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rates presented in these more recent studies ranged thirty to eighty
percent. Moore and Buchanan (1977) in a large sample of American state
hospitals found a one year recovery rate of about thirty-three
percent.

The evaluation of treatment processes for alcoholism has

dealt with so many variables that it has been difficult to decide which
of the various therapeutic factors was being evaluated.

Evaluation of

treatment outcome has mainly focused on one variable, abstinence, which
in isolation may be a grossly misleading criterion of improvement.

In

1978 Sobell summarized the issues that support this contention:
(1) It excludes the possibility of partial improvements. (2)
Abstinence has not been consistently related to marked improvements
in other areas of life functioning. (3) Changes in or cessation of
drinking behavior are not easily measured because there are no
readily available ways to validate this measure. (4) Drinking is a
multifaceted behavior; to use a dichotomous index (sober or drunk)
to reflect drinking behavior prohibits evaluation of multiple
components of drinking behavior to other outcome variables. (p.
171)

Consequently, the goal of treatment becomes an issue.

Is

abstinence the sole criteria for evaluation? How do we measure
improvement in the other life areas? Do we ignore improvement in these
other life areas for the sake of abstinence?
Gerard (1962) reported the following figures for alcoholic
out-patients abstinent for at least one year:
Fifty-four percent were "overtly disturbed'1 (had excessive
community or social activities), twenty-five percent were
"conspiculously inadequate" (led meager lives), twelve percent were
"A.A. success" (had little or no social life apart from A.A.),
while only ten percent were "independent success." (p. 386)
Gerard pointed to the normalizing effect of alcohol for some people,
which when removed permitted deterioration of personality function.
Similarly, in an eight clinic study the same authors (Gerard and
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Saenger, 1966} found that twelve to thirty-two percent of patients
whose drinking had improved, functioned poorly in one or more of the
other life areas.

In concurrence, it has been reported that thirty to

forty percent of abstinent patients show only slight improvement in
other respects and that some of them deteriorate. Therefore, in
assessing the results of treatment it seems best to use a multi-factor
outcome measure rather than alcohol intake alone.
Gorski (1982} stated that on any given day approximately twenty
percent of the private sector treatment beds in the United States are
filled with patients who have previously been treated for alcoholism on
at least one occasion.

The cost of recidivism is extremely high.

recidivist patient will eventually die from alcoholism.

The

In the last

year of their life they will spend approximately 150 days in a medical
or surgical hospital being treated for medical complications of
alcoholism.

Devising low cost methods of treating the relapse-prone

patient has met with only limited success.

The cost of providing

direct services was lowered, but so were the standards of care. There
has been little impact upon the related societal expenses associated
with recidivism.

Recovery rates have not increased, and the number of

relapse-prone patients is continuing to grow.

According to the

literature, relapse is due to the individual's inability to cope with
life events.
Statement of Problem
Of the alcohol dependent people in the United States today, fifteen
percent receive formal treatment.

Between sixty and seventy percent

will relapse within one year of treatment.

With statistics such as
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these, it would lead one to speculate that treatment is not very
effective or that alcoholism is a hopeless illness.

The purpose of

this paper is to look at the factors associated with relapse.

In the

limited amount of literature available, these four factors surfaced:
1) environmental/situational, 2) self-esteem/self-concept, 3)
expectancy, and 4) support systems.

They will be discussed in the next

chapter.
Plan of Study
The intent of this study is to review the literature on alcoholism
and the complex nature of this illness, and to explain the dynamic of
relapse in relation to the alcohol related behaviors and thought
processes.

Specifically, this study will examine the factors

associated with relapse with the intended purpose of giving the
counselor more insight into the clientfs problem.
Assumptions
It is assumed that the literature, .although sparse, is both
representative and accurate.

It is also assumed that treatment is

inadequate since the majority of alcoholics escape treatment as it is
now designed.
Limitation
The reliability and validity of this study are dependent upon the
available literature.
What is Alcoholism
As indicated, the concepts this paper employs are associated with
the relapse dynamic and its relationship to alcoholism.

In today's

voluminous literature on alcoholism there is no standard definition

11

of alcoholism.

This paper will present a variety of current

defi ni ti ons which are to some extent conflictual.
The World Health Organization (WHO) recommends that the term
11

alcoholism 11 be abandoned and replaced by "alcohol drug dependence."

Their definition 11 Drug dependence of the alcohol type" exists when the
consumption of alcohol by an individual exceeds the limits accepted by
his culture, when he consumes alcohol at times that are deemed
inappropriate, or when his intake of alcohol is sufficient to injure
his/her health or impair his/her social relationships.

(Mendelson and

Mello, 1979)
Diagnostic and Statistics Manual of the APA defines alcoholism as
alcohol intake which is great enough to damage physical health, impair
personal or social functioning, or become a prerequisite to normal
functioning.

-,

The National Council on Alcoholism (1976) defines alcoholism as a
chronic, progressive, and potentially fatal disease.

It is

characterized by tolerance and physical dependency, pathologic organ
changes or both, all of which are the direct or indirect consequences
of the alcohol ingested.

(Vaillant, 1983)

In 1958 Keller wrote, "Alcoholism is a chronic behavioral disorder
manifested by repeated drinking of alcoholic beverages in excess of the
dietary and social use of the community and to an extent that
interferes with the drinker's health or his social or economic
functioning."

(p. 19)

In 1960 he changed it to read,

11

It is a

psychological dependence on or a psychological addiction to ethanol
manifested by the inability of the alcoholic consistently to control
either the start or its termination once started. 11

(p. 18)
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Mann (1958) writes, "Alcoholism is a disease which manifests itself
chiefly by the uncontrollable drinking of the victim."

"It is a

progressive disease which, left untreated, grows more and more vicious
year by year, driving its victim further and further from the normal
world and deeper and deeper into an abyss which has only two outlets:
insanity or death."

(p.

1)

E. M. Jellinek (1960), the grandfather of alcoholism research,
simply states, "Alcoholism is any use of alcoholic beverage that causes
damage to the individual or a society or both."

(p. 36)

He went on to

classify five types of alcoholism:
1) Alpha - represents a purely psychological dependence or
reliance upon the effect of alcohol to relieve bodily or
emotional pain
2)

Beta - complications as polyneuropathy, gastritis, and

cirrhosis of the liver may occur without either physical or
psychological dependence on alcohol, may be due to custom of
certain groups in connection with poor nutritional habits
3)

Gamma - alcoholism in which there is increased tissue tolerance

to alcohol, adaptive cell metabolism, withdrawal symptoms and craving,
i.e., physical dependence, loss of control
4)

Delta - alcoholism exhibits the first three characteristics of

Gamma; however, instead of loss of control there is inability to
abstain
5)

Epsilon - periodic alcoholism, very little is known on this

type.
According to Webster's dictionary (1970), alcoholism is the habitual
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drinking of alcoholic liquor to excess or a diseased condition caused
by this.
Pattison {cited in Julien, 1978) postulated that alcoholism is not
a unitary concept but a collection of various signs, symptoms, and
behaviors.

Pattison looks upon alcohol dependence as a health problem

{rather than a disease) affecting five areas of life health.

These

five areas are drinking health, vocational health, social/family
health, and physical health.

{p. 70)

Keller {cited in Natan, Marlatt and Loberg, 1977) again sums up the
situation:
Alcohol abuse is the intake of alcohol-containing beverages in a
quantity or in a manner that evokes disapproval. Sometimes used
pejoratively, sometimes ambiguously as a substitute for alcohol
addiction, alcohol dependence, alcohol intoxication, alcohol
misuse, alcoholism, drunkenness, excessive drinking, habitual
excessive drinking, habitual drunkenness, problem drinking, and
possibly with other meanings or with a combination of these
meanings either to avoid commitment to a specific meaning or from
uncertainty about the nature of the behavior or the condition thus
labelled. {p. 391)
As one can see, a considerable amount of time has been expanded in
defining and redefining alcoholism.

An alcoholism worker must have a

definition that will stand up in court under cross examination, whether
alcoholism is being used for a defense or for grounds for involuntary
commitment.

Further, the counselor must have a definition that will

induce the client to accept treatment.

If insurance companies are

going to pay health benefits for treatment, they are going to demand a
strict definition of what they are paying for.
solid criteria for diagnosis.

And physicians need a
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In summary, a number of definitions were presented with hopes of
showing the reader the confusion which affects the field of alcoholism
today with respect to the inability to produce a standard definition.
When alcoholism is referred to, throughout this paper, Royce's
definition will be implied.

Royce {1981) states that alcoholism is a

chronic illness or disorder characterized by some loss of control of
drinking with habituation or addiction to the drug alcohol.
Summary
Accompanying the age-old use of alcohol has been the inescapable
problem of alcoholism and alcohol abuse. Currently four to five
percent of our population is dependent on alcohol.

Alcohol related

problems cost the U.S. taxpayer approximately forty-nine billion
dollars per year in damages and health care.

Present statistics show

that only fifteen percent of individuals who are dependent receive
treatment, and only thirty-three percent of these are termed treatment
successes, while the other sixty-seven percent relapse within one year
of treatment.
Definitions
Alcoholism.

Is a chronic illness or disorder characterized by some

loss of control of drinking with habituation or addiction to the drug
alcohol, or causing interference in any major life function, for
example, health, job, family, friends, or the law.
Relapse.

A process that occurs in a patient.

(Royce, 1981)
It manifest itself

in a progressive pattern of behavior that reactivates the symptoms of a
disease or create related debilitating conditions in a patient who
previously experienced remission.

(Gorski, 1982)

15
Recidivism.

Habitual or chronic relapse, or tendency to relapse.

{Webster's Dictionary, 1970)
Recidivist. The patient/client that is relapse prone.

{Webster's

Dictionary, 1970)
Self-esteem. The value a person attributes to themself.
Self-efficacy.
effectiveness.

Power to produce effects or intended results;

{Webster's Dictionary, 1970)

J
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Chapter Two
REVIEW OF LITERATURE
The problem of alcoholism and alcohol abuse, the cost of dealing
with alcohol related problems, and the difficulty involved in
developing a sound definition of alcoholism were presented in Chapter
One. The problem now being addressed concerns the seventy percent of
relapses suffered by the few people (fifteen percent of the alcoholic
population) who have sought treatment for alcoholism.

In this chapter,

a review of the literature dealing with the main factors of relapse is
presented.
As with defining alcoholism and coming to a workable definition,
the same problem befalls the individual in the field of alcoholism in
Relapse, for the purpose of this paper,
-•
will be defined according to Gorski (1982).
terms of defining relapse.

Relapse always indicates a failure to develop effective
alternatives for dealing with day to day stresses in a constructive
manner.

(Gorski, 1982)

Proponents of all models of treatment agree

that the dynamic of most alcoholics can be described as an aberration
in 11 coping. 11

Nathan and Briddell (1971) stated it is a truism that

alcoholics cannot cope.
Alcoholics cannot deal with the normal frustrations and irritations
of the external world, nor can they deal with the anxiety
depression and sense of inadequacy which swells from within.
Accordingly, they drink, and by drinking they are able to ignore
(although they do not reduce) their external and internal
problems. Thus, alcohol becomes their method of coping with the
problems of life. (p. 31)
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According to the literature available on the subject, the
alcoholics' ability or inability to cope is the common theme associated
with the four main factors of relapse:
1.

The individual's inability to cope with environmental

situational factors.
2.

How the individual's self-esteem/self-concept relates to coping

ability.
3.

The assumption that alcohol is a positive coping mechanism.

4.

The availability of support systems and their effect on coping

ability.
Environmental/Situational
The first factor to be discussed here as one cause of relapse is
the individual's inability to cope with the environment and stressful
situations.

These situations can be 1nternal or external to the

individual.

Girdano and Everly (1979) stated,

To a large degree the amount of stress caused by society and the
environment depends upon what information is taken in and what is
blocked--upon how the information is perceived, evaluated, and
given meaning, and what effect this whole process has on mental and
physical activity.
Our attitudes--the way we 11 look 11 at things, the meanings and
values we give to various events in our lives--in combination with
our characteristic ways of behaving (behavioral patterns), can be
referred to as an individual's personality. The personality has
the awesome capacity of transforming a normally neutral aspect of
life into a psychosocial stressor. Few events are innately
stressful, but we make them stressful by the way in which we
perceive them. (p. 23)
What then are the situations that the alcoholic perceives as
stressful?

In a follow-up of 176 alcoholics discharged from a

thirty-day rehabilitation program, Ludwig (1972) found that forty-three
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percent of the persons who relapsed to drinking gave relief of stress
as the primary reason.

Of those persons indicating relief of stress as

the reason for relapse, twenty-five percent reported drinking for
psychological distress ("I feel sorry for myself," "nothing to live
for," "get relief from anxiety"), thirteen percent mentioned family
problems ("because of my wife," "couldn't see my child"), and five
percent mentioned employment problems ("I hated my job and the pressure
was building up," "bored because of not working").
The Deardoff, Melges, Hout, and Savage (1975) study was similar.
They compared 385 alcoholics and nonalcoholics on responses to a
"Situations for Drinking" questionnaire.

A factor analysis of item

responses revealed seven major factors or reasons for drinking.
Alcoholics rated reduction of stress as the most frequent reason for

-• something," "I want to drown
drinking ("I want to stop worrying about
my sorrows"), as compared to nonalcoholics who rated reduction of
stress as third in their reasons for dr~nking.

Marlett (1971)

described the external and internal situations as interpersonal and
intrapersonal.

His study showed that these two categories accounted

for approximately eighty percent of the relapses.

The interpersonal

situations were (a) an individual becoming angry and frustrated and
being unable to express his feelings, and (b) an individual's inability
to resist social pressure on him to drink.

The two intrapersonal

situations included negative emotional states, such as depression,
anxiety, and boredom, and intrapersonal temptations to drink.

Support

for this contention that these four categories accurately accounted for
ninety-one percent of the relapses in their studies was provided by
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research completed by Chaney and Chaney, O'Leary and Marlatt (1977).
Whether the situation is internal or external to the individual cannot
be totally separated; however, Finney and Mo (1980} concluded that
relapsed alcoholics experienced more negative and fewer positive life
events than did recovered alcoholics.

Hore (1974), in a study of 22

alcoholics, attempted to relate life events to relapse.

The specific

life events accounting for relapse in these twenty-two alcoholics were
a} "personal interaction, or disturbance in an emotional relationship
(thirty-three percent}," b} "work events, involving a change in the
patient's working life (thirty-three percent}," c} "events involving a
health change in the patient or in members of the family (twenty
percent}," and d} "events involving a change of residence (thirteen
percent}. 11

(

p. 83-88}

Litman, Eiser, Rawson and Oppenheim (1977}

developed a questionnaire relevant to both research and clinical
assessment of factors predictive of relapse.
the others examined.
follows:

This study supports all

He summarizes the dangerous situations as

a} "unpleasant mood states such as anxiety, depression,

boredom, loneliness, b} external situational cues related to drinking
and euphoric moods, c} social anxiety, and d} lessened cognitive
vigilance with attendant rationalization about possibly having a
drink."

(p. 158}

Based on this accumulating evidence, it seems clear that
environmental/situational factors, and the emotional and cognitive
reactions which accompany them, are important determinants of relapse.
If the alcoholic does not know how to cope with these high risk
situations when they occur in the environment, the probability of
relapse will increase.
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Self-Concept/Self-Esteem
A crucial aspect of many stressful situations is that they present
a threat to self-esteem.

(Kutash, Schlesing, and Associates)

Self-esteem is the value a person attributes to himself.
Everly)

(Girdano and

An individual's self-esteem or self-concept is formed from

years of experience with other persons.

However, the judgments of low

self-esteem reflect the consequences of an individual's daily
interactions with people in the environment.

The effect of low

self-esteem as a stressor in and of itself as it represents an everyday
experience of devaluation must also be considered.

(Kutash, et. al.)

It is generally agreed that there is no 11 alcoholic personality 11 as
such; however, in terms of self-concept, alcoholics have been found to
lack self-esteem, self-confidence and self-acceptance, feel dependent,
inmature and insecure, feel estranged and lacking in social worth, feel
sexually or physically inadequate, and have low tolerance for stress
and strain.

(Vanderpool, 1966).

Various studies then have focused on

the individual characteristic of self-concept.

Berg (1971) stated that

from clinical observations and empirical study it is evident that
alcoholics have been frequently characterized as exhibiting a low
self-concept, a poor self-image, a large self-ideal discrepancy, and
the like.

He suggests the alcoholic's view of him/herself is thought

to improve through drinking, and this then provides the reinforcement
for future drinking behavior.

Eastman and Norris (1982) hypothesized

that much of the motive for drinking can be understood in terms of the
motive to alter the experience of oneself, in effect, to alter
self-identity.

They proposed that drinking would be more likely if the
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alcoholic attributes a positive evaluation to that version of his
self-concept he anticipates will result from drinking.

This study

concluded that relapsing alcoholics drink because they want to be that
version of themselves they believe drinking can bring about.

The

alcoholics as a group have a higher level of self-dissatisfaction
(lowered self-esteem) than social drinkers, and relapsing alcoholics
had a higher level of self-dissatisfaction than nonrelapsing
alcoholics.

Vanderpool hypothesized that alcoholics drink to improve

their self-concepts; that is, appropriate psychological and statistical
assessments of certain dimensions of the self-concept under controlled
conditions of drinking and abstinence would indicate significantly more
positive self-concepts when the alcoholics were drinking "optimally"
(satisfied and able to function but not drunk) than when they were
sober or partially satisfied.

_t

The collective results suggested the

alcoholic has a poor self-concept when he is sober and that two factors
prompt him to drink:

escape from feel4ngs of loneliness, inadequacy

and lack of personal and social worth, and release from psychological
inhibatory forces so that he can project a more positive self-image.
Contrary to the major premise of the hypothesis, the study
concluded, however, that the alcoholic while drinking does not enhance
his self-esteem but undermines his already poor sober self-concept.
Berg s (1982) study conflicts with Vanderpool in that he found
1

intoxication altered the self-concept of alcoholics to a more favorable
position.

If the alcoholic 1 s self-concept does temporarily undergo a

shift to a more favorable position when he is intoxicated, as this
study indicates, this would then make it possible to advance a
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hypothesis regarding the maintenance and continuation of the addictive
process.

Clinicians and personality theorists who speak of the

self-concept repeatedly mention that a low self-concept is aversive,
painful, and anxiety creating, and that the individual continually
strives to maintain and enhance an acceptable self-image. Therefore,
by temporarily enhancing their self-image, the drinking behavior and
subsequent state of intoxication of alcoholics is reinforced.

(Wylie,

1961) The delayed effects of this drinking behavior invariably lead to
numerous social and economic difficulties for alcoholics and their
families, thus probably lowering their self-image more. This then
makes future drinking, with its immediate ameliorative effects upon the
self-concept, all the more imperative, and the circular nature of the
addictive process is apparent.

(Berg, 1971)
Expectancy

Many early studies of drinking and alcoholism were based on a
tension reduction hypothesis, meaning that alcoholics used alcohol
because of the tension reduction effect.

More recent literature has

suggested that an alcoholic's cognitive expectancies concerning the
effects of alcohol may exert a greater degree of control over his
drinking and subsequent behavior than the pharmacological effect of the
drug.

A number of specific expectations concerning alcohol appear to

have developed through peer and parental modeling, past direct and
indirect experiences with drinking, and exposure to advertising media.
(Donovan and Marlatt, 1980)

Donovan and Marlatt (1980) reported in

their review that both problem and social drinkers expect alcohol to
reduce tension and eliminate or minimize negative affective states.
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Tamerin (1974) found that feelings of depression, anxiety, and anger
enhanced the probability of the desire to drink and actual drinking
among alcoholics.

Marlatt and Gordon (cited in Donovan and Marlatt,

1980) found such negative emotional states account for a high
percentage of rel apses among r·ecoveri ng alcoholics.

They further

report that how an individual expects to feel under the influence does
not always correspond to the actual affective states while
intoxicated.

McGuire, Stein, and Mendleson (1966) in a study of

alcoholics concluded that most subjects anticipated that alcohol would
make them feel more relaxed, more comfortable, and less depressed.
However, these expected effects were directly opposite to the actual
mood states they experienced while intoxicated.

Donovan and Marlatt

explain this discrepancy between anticipated and actual mood states as
a result of the biphasic response toJalcohol in which the pharmalogical
effect of alcohol initially simulates a stimulating effect, but in
actuality, as the dose increases and time passes acts as a depressant.
The negative affective changes due to alcohol's depressant effect
appear to exert a minimal impact on reducing subsequent drinking
because of the delayed onset of these states.

Rather, such negative

moods may increase the probability of consumption as the drinker
attempts to regain the previously experience 11 high 11 state.

It appears

the immediate pleasurable effects of the initial phase have the
greatest influence in shaping the individual's expectations about
alcohol.

And these anticipated positive effects of alcohol, rather

than the actual outcome, provide the primary reinforcement for
drinking.

24

The review of present literature concluded that the simple tension
reduction model of alcoholism has proven to be insufficient to account
for continued drinking by alcoholics.

In an effort to extend the

behavioral view of etiology beyond this model, Miller and Eisler (1975}
suggest that a "social learning theory," a more complex and inclusive
theory of behavior, is more useful for understanding the development
and maintenance of excessive drinking by alcoholics.

They stated,

Within a social learning framework alcohol and drug abuse are
viewed as socially acquired, learned behavior patterns maintained
by numerous antecedant cues and consequent reinforcers that may be
of a psychological, sociological and physiological nature. Such
factors as reduction in anxiety, increased social recognition and
peer approval, enhanced ability to exhibit more varied, spontaneous
social behavior, or the avoidance of physiological withdrawal
symptoms may maintain substance abuse. (Miller and Eisler, 1975,
p. 5}

Rotter (1966}, Phares (1976} and Bandura (1977} have outlined cognitive
social learning models of behavior.

J

Within the model presented by

Rotter and Phares, the probability of a given behavior is a function of
three classes of variables:

a} "the iRdividual's cognitive

expectancies that a particular outcome or reinforcement will occur
following a particular behavior," b} "the perceived value of the
outcome or reinforcer," and c) "the nature of the psychological
situations in which the behavior is to occur."

(p. 27} An expectancy

in this case is defined as a subjective estimate that a given behavior
will result in a desired outcome.

Bandura (1977} has described an additional set of expectancies that
influence behavior.

A distinction is made between the action-outcome

expectancy and a personal-efficacy expectancy.

An efficacy expectation

is the conviction that an individual can successfully execute the
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behavior required in a given situation to attain the desired outcome.
(p. J3)

In concurrence, Donovan and Marlatt (1980) stated that the

level of self-efficacy appears to be an interactive function of the
individual's appraisal of the response requirements of a situation and
the perceived availability of appropriate, adaptive coping skills.

The

level of perceived self-efficacy affects both the initiation and
persistence of coping responses.

A low level of personal efficacy or

lack of perceived control in a stressful situation may lead to a
failure to attempt to exert control.

If a person attempts some form of

coping response but fails due to lack of adequate coping skills or
problem solving abilities, the self-efficacy becomes more negative.

If

this continues, the individual will not employ the coping mechanisms
that he possesses, which in turn leads to lower self-esteem and
feelings of helplessness.
Using these models of expectancy, Marlatt (1976) has hypothesized
the probability of drinking among alcobolics.

He states that the

probability of drinking will vary in a particular setting as a function
of a number of variables:

a) the degree of perceived stress in the

situation, b) the degree of perceived control the person experiences,
c) the availability of an adequate coping response to the perceived
stress and the availability of alcohol, and d) the person's
expectations about alcohol as an effective alternative coping
response.

Thus, if an individual is confronted with a stressful

situation for which he has no adequate response and he expects alcohol
to be effective in minimizing the perceived stress or providing a
positive outcome, the probability of drinking will be high.

(p. 285)
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In conclusion, a study by Eastman and Norris found that
thirty-seven out of fifty-two alcoholics who had one or more positive
alcohol related expectations relapsed within two months of treatment.
Support Systems
Support systems, whether they be friends, marriage partners, or
community relationships, provide the individual with reassurance and
acceptance.

Kutash, Schlesinger and Associates {1980) stated that

social support acts as a "buffer" against the conversion of potentially
stressful life events into acute stress.

Lin and Associates {1979) saw

the buffer as information on how to reduce the consequences, either
psychological or physical, of the stressful event.

Pearlin and

Scharler {1978) suggested other functions of social support:

modifying

the conditions that produced the stress, neutralizing the meaning of
experience and thereby maintaining the individual's self-esteem, and
keeping emotional reaction in bounds.
According to a study by Pokorny, M:illerand, and Cleveland {1975) of
forty-four patients, twice as many improved patients were married and
living with the spouse. They also had a better work history and better
job prospects.
or separated.

The unimproved group had more members who were divorced
{p. 373)

Gorski {1982) stated that with limited support systems, the
alcoholic will have much greater difficulty in rebounding from
relapse.

{p. 18)

In a study by Gregson and Taylor {1977) there was a relationship
between having active religious beliefs and joining AA, and between
joining AA and staying abstinent.

Moos, Finney, and Chan {1981) stated
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that relapsed alcoholics are under more stress as a result of their
heavy drinking, and the additional stress probably contributed to the
continuation of drinking.

This process was reinforced by the high

conflict and low cohesion, expressiveness and organization in the
families of the relapsed alcoholics.

The experience of more life

stress, the lack of adequate environmental support, and the use of less
effective coping responses thus combined to make it difficult to break
the vicious cycle of drinking.
In sunmary, the sparse literature available on support systems
shows that a recovering alcoholic has a better prognosis of not
relapsing when involved in such groups.

28

Chapter Three
SUMMARY
In the literature presented, relapse is not a single factor but a
process of interaction that an individual experiences within
him/herself and the environment.

In conclusion, I shall restate

Marlatt's hypothesis to su11111arize the reasons for relapse.
The probability of drinking will vary in a particular setting as a
function of a number of variables:

a) the degree of perceived stress

in a situation, b) the degree of perceived control the person
experiences, c) the availability of an adequate coping response to the
perceived stress and the availability of alcohol, and d) the person's
expectations about alcohol as an effective alternative coping response.
Conclusions
~

Progress in the treatment of alcoholism is slow.

Recovery rates

are approximately the same as they were thirty years ago.

Various

organizations and individuals in the f4eld are not in accord regarding
a standard definition of alcoholism or a specific methodology to
determine success of treatment.

Researchers are unable to determine

the relative effectiveness of the various modes of treatment.
Even though formal treatment centers have been built and federal
funds are spent in these institutions, agreement over length and method
of treatment is not forthcoming.

While this struggle continues to find

the most effective treatment mode, the relapse prone patient is being
overlooked.

Traditional treatment methods have, to a large extent,

failed with the relapse prone patient. To simply retread them through
repeated exposures to treatment methods that have failed is not the
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answer.

{Gorski)

Logic dictates that this will only result in a

continued pattern of failure and the creation of a population of
professional patients who will complicate the treatment process for
other patients. The patient has simply been passed from one network of
care to another.

The treatment failures from the private treatment

section eventually become the problem of the public treatment sector.
This transfer of failure doesn't end until the patient dies a premature
death from alcoholism.
The dynamic of relapse is often ignored or misunderstood. As a
result, many relapse prone patients are receiving ineffective or
inappropriate treatment.

In the review of literature the four common

factors associated with the dynamic of relapse were presented. A
common theme of this dynamic was the individual's inability to cope
effectively with daily life stress. JTherefore, it would appear that a
treatment plan should include stress reduction management.
Implications for;he Counselor
The counselor has the closest contact with the relapse-prone
patient while in treatment.

The counselor should have a thorough

knowledge of stress management and be able to employ stress reduction
techniques.
The two major dimensions in counseling the relapsed alcoholic are
developing an accurate description of the individual's drinking in
order to develop an individualized intervention plan, rather than
merely fitting into a set of diagnostic categories and 2) intervening
quickly and positively to help the relapsed drinker deal with the
situational crisis.
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Interventions to be considered include client education and skill
training.

Education about relapse should be factual, not moralistic or

judgmental.

(Gorski)

Educational approaches may include teaching the

alcoholic the warning signs of relapse,* how alcohol leads to family,
social and vocation disruption, and the availability of support
systems. The counselor may also elect to teach the client social
skills, as many alcoholics have a limited repertoire of non-drinking
skills required to cope with specific social, emotional, and cognitive
situations.

(Miller, 1977) As indicated, alcoholics have difficulty

expressing their feelings, and the counselor may need to initiate
assertiveness training.
For the person who drinks to relieve stress, more effective ways of
relieving tension, such as systematic relaxation or effective problem
solving techniques, might be taught_-.) If the stress appeared to stem
from the family conflict, then conjoint therapy might be suggested.
Litman (1979) identified four coping s_:t:rategies that were important
components of relapse.

The coping strategies identified included

positive thinking, distraction-substitution, avoidance of drinking
situations, and negative thoughts and self-punitive behaviors
concerning past drinking. Above all, the counselor must match the
educational and skills training to the individual to maximize
therapeutic effectiveness.

The therapist in the process of identifying

the relapse dynamic sees the patient utilize a variety of denial
systems.
* Note:
A.

(Gorski, 1982)

These denial systems, the alcoholic believes,

Gorski has developed thirty-seven warning signs, see Appendix
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are his/her only methods of coping.
oneself.

Denial is rationalization, kidding

According to Gorski, in counseling the alcoholic, it is

effective to use confrontation to break through this denial system.
Implications for Further Research
As previously stated, progress is slow in finding effective
treatment for alcoholism.

Due to the epidemic proportion of alcohol

related health problems, it is essential that research efforts
continue.

Based on the present review, the following implications for

further research are presented:
1.
success.

It is essential to define specific methodology for determining
Specifically, can abstinence be considered sole criteria for

success or can a specific schedule of controlled drinking be viable?
There is fairly good evidence that a minority (perhaps ten percent
J

or more) of alcoholics can achieve modest drinking over an extended
period of time.

(Davies, 1969)

(Orford and Edwards, 1976) By using

abstinence as the sole criteria of suGCess, the possibility of partial
improvement in other areas of life functioning is excluded. Do we make
all or nothing prognosis with other illnesses? Finally, and most
importantly, some persons in the early stage of alcoholism are
reluctant to seek traditional treatment because of its abstinence
orientation; these same persons might be attracted to moderate drinking
programs while their drinking problems are more amenable to successful
intervention.
2.

(Miller and Caddy, 1977)

A standard definition of alcoholism must be developed by the

United State's Department of Health & Human Services. Today there are
a number of individuals and organizations working in the field.

Each
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of these groups has its own definition of alcoholism. This presents a
problem in the diagnosis of alcoholism.

I will restate Keller's

definition of alcohol abuse:
The intake of an alcohol-containing beverage in a quantity or in a
manner that evokes disapproval. Sometimes used perjoratively,
sometimes ambiguously as a substitute for alcohol addition, alcohol
dependence, alcohol intoxication, alcohol misuse, alcoholism,
drunkeness, excessive drinking, habitual excessive drinking, and
possibly with other meanings or with a combination of these
meanings either to.avoid commitment to a specific meaning or from
uncertainty about the nature of the behavior or the condition thus
labelled.
3.

Studies should be conducted in order to match treatment

programs with the patients. To date, the research provides us only
with what patient characteristics provide the best treatment outcome.
New research could provide us with the knowledge and understanding of
what impact the treatment program has on the patient.
Recommendations
With federal and state funds available for research in the field of
alcoholism, some of the unknown answers should be found.

This author

recommends that treatment programs be designed specifically for the
relapse-prone patient and that the knowledge that is acquired from the
research with relapse-prone patients be made available in the form of a
prevention package.
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Appendix A
Relapse Warning Signals
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1.

Apprehension About Well-Being--The alcoholic reported an

initial sense of fear and uncertainty.
in the ability to stay sober.

There was a lack of confidence

This apprehension was often extremely

short lived.
2.

Denial--The patient reactivated his denial system in order to

cope with apprehension and resultant anxiety and stress.

The denial

systems reactivated in this stage of relapse dynamic tend to correspond
with the denial systems utilized to deny the presence of alcoholism
during the initial phase of treatment.

Most patients were aware of

this denial with hindsight but reported they were unaware of this
denial process while experiencing it.
3.

Adamant Commitment to Sobriety--The patient convinced himself

he would "never drink again."

This,.\ self persuasion was sometimes overt

and blatant, but most often it constituted a very private decision.
Many patients reported fear of apprehension of sharing that conviction

--

with their therapist or with members of AA.

Once a patient convinced

himself he "would never drink again" the urgency of pursuing a daily
program of recovery diminished.
4.

Compulsive Attempts to Impose Sobriety on Others--This attempt

to impose sobriety or individual standards for recovery on others was
seldom overt.

It was generally private judgments about the drinking of

friends and spouses and the quality of the sobriety programs of fellow
recovering alcoholics.

When dealing with issues of sobriety, the

patient began to focus more on what other persons were doing rather
than on what he himself was doing.
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5.

Defensiveness--The patient reported a noticeable increase in

his defensiveness when talking about his problems or recovery programs.
6.

Compulsive Behavior--Behavior patterns became rigid and

repetitive. The alcoholic tended to control conversational involvement
either through monopoly or silence.

The tendency toward over-work and

compulsive involvement in activities began to appear.

Nonstructured

involvement with people was avoided.
7.

Impulsive Behavior--Patterns of compulsive behaviors began to

be interrupted by impulsive reactions.

In many cases the impulse was

an overreaction to acute episodes of stress.

There were also reports

of impulsive activities being the culmination of a chronic stress
situation. Many times these overreactions to stress formed the basis
of decisions which affected major life areas and commitments to ongoing
treatment.
8.

,_,

Tendencies Toward Loneliness--Patterns of isolation and

avoidance increased.
for this isolation.

There were gene:ally valid reasons and excuses
patients reported short episodes of intense

loneliness at increasing intervals.

These episodes were generally

dealt with by reactivating compulsive or impulsive behavior patterns
rather than by pursuing responsible involvement with other persons.
9.

Tunnel Vision--patients tended to view their life in isolated

fragments.

They would focus exclusively on one area, pre-occupy

themselves with it, and avoid looking at other areas.

Sometimes

pre-occupation was the positive aspects thus creating a delusion of
security and well-being.

Others pre-occupied themselves with the

negative aspects thus assuming a victim position which confirmed their
belief they were helpless and being treated unfairly.
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10.
persist.

Minor Depression--Symptoms of depression began to appear and
Listlessness, flat acceptance, and oversleeping became

common.
11.

Loss of Constructive Planning--The patient's skills at life

planning began to diminish.

Attention to detail subsided.

Wishful

thinking began to replace realistic planning.
12.

Plans Begin to Fail--Due to lack of attention to detail, or

the pursuit of unrealistic objectives, the pans began to fail.
13.

Idle Daydreaming and Wishful Thinking--The ability to

concentrate diminished and concentration was replaced with fantasy.
The "If Only Syndrome 11 became more common in conversation. The
fantasies were generally of escape or of 11 being rescued from it all 11 by
some unlikely set of circumstances.
14.

Feelings That Nothing Can-.-oe Solved--A failure pattern in

sobriety was developed.

In some cases the failure was real in terms of

objective realities, in other cases it was imagined and based upon
intangibles.

The generalized perception of 11 I've tried my best and it

isn't working out, 11 began to develop.
15.

I11111ature Wish to be happy--Conversational content and thought

patterns became vague and generalized.

The desire to "be happy" or

"have things work out" became more common without ever defining what
was necessary to be happy or having things work out.
16.

periods of Confusion--The episodes of confusion increased in

terms of frequency, duration and severity of behavioral impairment.
17.

Irritation with Friends--Social involvements including friends

and intimate relationships, as well as treatment relationships formed
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with therapists and AA members, became strained and conflictual. The
conflictual nature increased as confrontation of the alcoholic's
progressively degenerating behavior increased.
18. Easily Angered--Episodes of anger, frustration, resentment and
irritability increased.

Overreaction became more frequent.

Often the

fear of extreme overreaction to the point of violence seriously
increased the level of stress and anxiety.
19.

Irregular Eating Habits--The patient began overeating or

undereating.

The regular structure of meals was disrupted.

Well-balanced meals were often replaced by less nourishing "junk
foods."
20.

Listlessness--Extended periods of inability to initiate action

developed. These were marked by inability to concentrate, anxiety, and
severe feelings of apprehension.

~btients often reported this as a

feeling of being trapped or of having no way out.
21.

Irregular Sleeping Habits--EJ>isodes of insomnia were

reported.

Nights of restlessness and fitful sleeping were reported.

Episodes of sleeping marathons of 12-20 hours were reported at
intervals varying between 6 and 15 days. These sleeping marathons
apparently resulted from exhaustion.
22.

Progressive Loss of Daily Structure--Daily routines became

haphazard.

Regular hours of retiring and rising disappeared.

Inability to sleep resulted in oversleeping.
disappeared.

Meal structures

Complaints of inability to keep appointments became more

common, and social planning decreased.

patients reported feeling

rushed and overburdened at times and then faced large blocks of idle
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time in which they didn't know what to do.

An inability to follow

through on plans and decisions was also reported.

The patients

reported they knew what they should do, but were unable to overcome
strong feelings of tension, frustration, fear or anxiety that prevented
them from following through.
23.

Periods of Deep Depression--Depression became more severe,

more frequent, more disruptive and longer in duration. These periods
generally occurred during non-structured time periods and were
amplified by fatigue and hunger.

During these periods the patient

tended toward isolation and reacted to human contact with irritability
and anger while at the same time complaining that nobody cared.
24.

Irregular Attendance at Treatment Meetings--Attendance at AA

became sporadic. Therapy appointments were scheduled and then missed.
Attendance at treatment groups and.~ome AA meetings became sporadic.
Rationalization patterns developed to justify this.

The effectiveness

of AA and treatment was discounted. Treatment lost a priority ranking
in the patient value system.
25.

Development of an

generally reported this

11

11

! don't care 11 attitude--The patient

! don't car 11 stance masked a feeling of

helplessness and extremely poor self image.
26.

Open Rejection of Help--The patient cut himself off from

viable sources of help.

This was sometimes accomplished dramatically

through fits of anger or open discounts.
through quiet withdrawal.

Other times it was done
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27.

Dissatisfaction with Life--The patient began to think "things

are so bad now I might as well get drunk because they can't get any
worse. 11

Rationalizations, tunnel vision and wishful thinking began to

give way to the harsh reality of how totally unmanageable life had
become in the course of this period of abstinence.
28.

Feelings of Powerlessness and Helplessness--This was marked by

an inability to initiate action.

Thought processes were scattered,

judgment was distorted, concentration and abstract thinking abilities
were impaired.
29.

Self Pity--The patient became indulgent in self pity.

This is

often called the PLOM (Poor Little Old Me) Syndrome. This self pit
often was used as an attention getting device at AA and with family
members.
30.

Thoughts of Social DrinkiF19--The patient realized that

drinking could normalize many of the feelings and emotions he was
experiencing. The hope that perhaps he could again drink in a
controlled fashion began to emerge. Sometimes the thought was
challenged and put out of conscious thought, other times it was
entertained.

Again, with hindsight, the patient realized he had few

other alternatives but drinking.

He felt he was facing a choice

between insanity, suicide or a return to drinking.
31.

Conscious Lying--Denial and rationalization became such

extreme processes that even the alcoholic began to recognize the lies
and deceptions.

In spite of this recognition, he felt unable to

interrupt the pattern.
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32. Complete Loss of Self Confidence--The patient felt he couldn't
get out of this trap no matter how hard he tried.

he became

overwhelmed by his inability to think clearly or initiate action.
33.

Unreasonable Resentments--The patient felt severe anger with

the world in general and his inability to function.

This anger was

sometimes generalized; at other times focused at particular scapegoats;
at other times turned against himself.
34.

Discontinues All Treatment--Attendance at AA stops

completely.

Patients who were taking Antabuse report episodes of

forgetting to take it or manipulations to avoid taking it regularly.
When a helping person relationship was part of the treatment, strain
and eventual termination of that relationship resulted.

Patients

dropped out of professional treatment in spite of a realization that
they were acting irrationally and needed help.
35.

Overwhelming Loneliness, Frustration, Anger and Tension--The

patient reported feeling totally ove~whelmed and feeling there were no
available options except returning to drinking, suicide or insanity.
The fear of insanity was intense. There was also intense feelings of
helplessness and desperation.

Often drinking was an impulsive behavior

with little or no conscious preplanning.
36.

Start Controlled Drinking--The efforts at control took two

general patterns:

the effort to control quantities while drinking on a

regular basis, and the effort to engage in one short-term and low
consequence binge.
37.

Loss of Control--The ability to control was lost, sometimes

very quickly, sometimes after varying patterns of "controlled
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drinking." The patient, however, quickly returned to alcoholic
drinking which was marked by symptoms as severe or more severe than
were present during his last episode of active alcoholism.
(Gorski, 1982}

